Introduction {#sec0005}
============

Lipomas are very frequent benign soft tissue tumors,[@bib0050], [@bib0055], [@bib0060], [@bib0065], [@bib0070], [@bib0075], [@bib0080], [@bib0085] but their incidence in the hand is rare.[@bib0050], [@bib0055], [@bib0060], [@bib0065], [@bib0070], [@bib0075] Lipomas are considered giant tumors when they are 5 cm[@bib0055], [@bib0060] or more in diameter, and they generally behave as asymptomatic tumefactions, of slow and progressive growth[@bib0070], [@bib0085]; however, sometimes they can lead to symptomatology due to compression of adjacent structures.[@bib0050], [@bib0055], [@bib0060], [@bib0070], [@bib0085], [@bib0090] Peripheric nerve compression by lipomas is very uncommon. Few cases of carpal tunnel syndrome resulting from median nerve compression by a lipoma are described in the literature.[@bib0065], [@bib0075] The anatomic particularities of the hand require special care in the diagnostic and therapeutic approach to these tumors.[@bib0060] In this article we describe a clinical case of a seventy-year-old female patient with a diagnosis of giant palmar lipoma that leads to carpal tunnel syndrome, successfully treated with a lipectomy and release of the anterior annular ligament of the carpus.

Clinical case {#sec0010}
=============

A seventy-year-old female, leucodermic patient, was referred to a plastic surgery consultation by the attending physician due to swelling on the palmar side of the left hand (non-dominant hand), with progressive growth over the last year, and complaints of paresthesia and pain in the first three fingers of the left hand. The patient underwent a computed axial tomography of the hand and wrist required by her physician, which revealed a formation of adipose density with some fine internal septations, with well-defined contours, intramuscular location with extension to the deep spaces of the hand and with about 6.5 cm of cross-sectional axis and 6.5 of longitudinal axis, findings suggesting the diagnosis of giant palmar lipoma ([Fig. 1](#fig0005){ref-type="fig"})Fig. 1Preoperative hand axial computed tomography.

On examination, the patient had a palpable, movable mass at the level of the thenar eminence, of soft and painless consistency ([Fig. 2](#fig0010){ref-type="fig"}). The percussion of the mass triggered complaints of paresthesia of the first three fingers of the left hand (positive Tinel\'s sign). The patient had no motor complaints of the hand, with preservation of strength and digital pincer function. Axillary adenopathies were not palpable.Fig. 2Swelling of the thenar eminence.

An electromyography of the wrist was done, which identified aspects consistent with marked left median nerve lesion.

With the diagnosis obtained, surgical treatment was proposed to the patient. In a supine position, under brachial plexus anesthesia and controlled ischemia of the upper limb with a pneumatic tourniquet, tumor excision was performed. Through a palmar incision, the palmar fascia was opened and the tumor was dissected and excised ([Fig. 3](#fig0015){ref-type="fig"}). The median nerve and its branches were duly identified and preserved ([Fig. 4](#fig0020){ref-type="fig"}). The anterior annular carpal ligament was sectioned. After revision of the hemostasis, the incision was closed in a single plane with non-absorbable sutures under passive drainage. The procedure lasted for about 2 h and there were no complications. The patient was discharged on the same day and was followed up at an outpatient clinic. The anatomopathological result confirmed the diagnosis of lipoma.Fig. 3Intraoperative photo of palmar lipoma.Fig. 4Intraoperative photo where the median nerve and branches can be seen.

After five months, there was reversion of complaints of paresthesia and pain of the first three fingers of the hand. During this period, no clinical signs of tumor recurrence were identified, and there was good wound healing ([Fig. 5](#fig0025){ref-type="fig"}).Fig. 5Postoperative photo after five months.

Discussion {#sec0015}
==========

Lipomas are the most frequent tumors in the human body[@bib0050], [@bib0055], [@bib0060], [@bib0065], [@bib0070], [@bib0075], [@bib0080], [@bib0085]; however, their location in the hand is rare,[@bib0050], [@bib0055], [@bib0060], [@bib0065], [@bib0070], [@bib0075] which is a challenge in terms of a diagnostic and therapeutic approach.[@bib0060]

Hand lipoma has a higher incidence in individuals between 50 and 60 years and is generally asymptomatic, revealing itself as a mobile and painless mass of progressive growth. Sometimes, when it becomes massive or in certain locations, it can cause symptoms resulting from nervous compression.[@bib0050], [@bib0055], [@bib0060], [@bib0065], [@bib0075], [@bib0085], [@bib0090] Intramuscular or subfascial giant lipomas of the hand (\>5 cm of diameter) can be the cause of carpal tunnel syndrome; there are few cases described in the literature.[@bib0075]

When carpal tunnel syndrome secondary to giant lipoma is suspected, hand imaging (ideally a computed axial tomography or magnetic resonance imaging) is essential, allowing a better characterization of the size and location of the tumor, as well as its relation with the neighboring vascular and nerve structures.[@bib0050], [@bib0055], [@bib0060], [@bib0065], [@bib0075], [@bib0085], [@bib0090] These exams are also important to establish the differential diagnosis with malignant tumors, because these hand tumors of more than 5 cm of diameter are highly suggestive of malignancy.[@bib0055], [@bib0060], [@bib0075], [@bib0080] A wrist electromyogram is equally indispensable for documenting the nerve lesion.[@bib0060], [@bib0075]

The treatment of these patients involves tumor excision and median nerve release in the carpal tunnel. A monoblock excision of the lipoma should be ideally done, with careful dissection that allows the identification and preservation of all vascular and nerve structures adjacent to the tumor, to reduce the risk of iatrogenic injury.[@bib0050], [@bib0060], [@bib0075], [@bib0085], [@bib0090]

Although hand lipomas are rare, they should not be neglected as a possible case of median nerve compression in the carpal tunnel. Its correct treatment relies on the adequate tumor topographic characterization, on a surgical approach that preserves the anatomic structures involved, and on a complete excision, reducing the risk of recurrence.
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